In recent years, there have been few reports in the literature of interventions using a lay health advisor approach in an urban area. Consequently, little is known about how implementation of this type of community health worker model, which has been used extensively in rural areas, may differ in an urban area. This article describes the implementation of the East Side Village Health Worker Partnership, a lay health advisor intervention, in Detroit, Michigan, and notes how participatory action research methods and principles for community-based partnership research are being used to guide the intervention. Findings are presented on how the urban context is affecting the design and implementation of this intervention. Implications of the findings for health educators are also presented and include the utility of a participatory action research approach, the importance of considering the context and history of a community in designing a health education intervention, and the importance of recognizing and considering the differences between rural and urban settings when designing a health education intervention.
INTRODUCTION
Health education interventions involving community health workers have been carried out overseas and in the United States'-" to improve health outcomes of "traditionally underserved" populations. Within the United States, a growing number of professionals are working with lay health advisors (LHAs) as a strategy for reaching traditionally underserved populations.2",3 While there are similarities across LHA programs, notable differences have emerged among the strategies. Eng and colleagues'3 suggest conceptualizing differences among these programs on a continuum of formal to informal helping. The formal end of the continuum consists of the paraprofessional/outreach LHA intervention strategy, and the informal end of the continuum consists of what has been called the natural helping LHA strategy. 13 The natural helping LHA strategy involves identifying individuals within existing social networks who are respected, trusted, and to whom others turn for social support.
The village health workers (VHWs) described in this article are selected based on their identification as natural helpers within the social networks of the intervention population. They are people who are well respected and trusted and are identified by asking, "who do people in this community turn to for help and assistance?"'2'15 Natural helper LHAs are not paid employees of any one agency since they are already providing assistance as informal caregivers in their communities. However, programs may provide stipends to offset expenses they incur (e.g., transportation and child care expenses). Natural helper LHAs can fulfill several roles. They can promote positive health behaviors and coping strategies among network members through the provision of interpersonal counseling, referrals, information, and direct assistance. They can also promote ties between community members and service providers by receiving and giving referrals and communicating needs to service organizations. However, natural helper LHAs differ from more formal paraprofessional lay health advisors or community health workers "whose role is to persuade residents to accept services ... [and] Building on the work of Israel and her colleagues,'6 House,26 and Katz and Kahn,27 an initial conceptual framework was developed (see Figure 1) , which postulates that stressors in an individual's environment contribute to an increase in perceived stress in the individual. This increase in perceived stress could then result in short-term responses to stress or strains that then may contribute to enduring adverse health outcomes for women and their children. Of importance in this conceptual sequence from the experience of 
HISTORY AND CONTEXT OF DETROIT
In any community where life circumstances have the potential to exert a strong negative influence on health status, health educators need to consider the extensive set of skills, strengths, and resources among community members that can be applied to address problems and maintain a positive level of health and well-being.31'37 Health education researchers suggest the importance of understanding the history and organization of the community as well as population characteristics when designing interventions.38'39 This is particularly true for urban areas that have experienced major changes over the past several decades. In this section, we highlight selected aspects of Detroit's history that influenced our program design and implementation and help in understanding the strengths and problems of today's Detroit.
Population and East/West Distinctions. Detroit is a major metropolitan city with a 1990 population of 1,027,9744°and is the largest African American majority city in the United States. Like other northern urban cities, Detroit was a destination for many southern African Americans who migrated north forjobs between 1940 and 1960. During those years, Detroit's African American population increased from 150,000 to nearly 500,000.4' Many new arrivals resided on the east side, known as the gateway to the city for each successive group of "immigrants." The demarcation between the east side and west side of the city by community residents perhaps is connected to this history of new arrivals' settlement patterns. Perceived differences between the two sides of the city are often referred to in meetings of the VHW steering committee and the PRC board, where residents of the east side are careful to point out to west-side residents that things are "different" on the east side. These perceived differences have been important to consider as the intervention is implemented. Soon after formation, the steering committee was presented with four priority and concurrent tasks: selection of the intervention site, development of the stress process model, assistance in developing items for the survey, and guidance in establishing survey administration procedures. After these tasks were completed, the steering committee focused on the fifth priority task: the identification, selection, and training of VHWs.
SELECTION OF THE INTERVENTION SITE
One of the first tasks of the steering committee was to select a smaller intervention area within the five east-side Detroit communities (1990 population of 82,182). A limited number of VHWs would be trained and active throughout the project, and the partners felt that the effectiveness of the VHW intervention strategy would be facilitated if activities were concentrated in a smaller area. The committee developed a set of criteria to guide the process of selecting a smaller area within which to focus the VHW intervention. These criteria consider data about health and social problems, as well as strengths and assets within the community, such as social networks and churches.
A crucial aspect of assessing the first of the criteria for site selection (i.e., strengths and resources within the community) was the consideration of how a "carved out" geographical intervention site would correspond to the internal organization of the area, as conceptualized by the residents. Steuart31 suggests the importance in health education program planning of considering units of identity (units with which individuals feel themselves to be associated) and units ofsolution (defined as those units appropriate or essential for the solution ofparticular problems). Neighborhoods may be units of identity if the residents feel a sense of connection and belonging with each other, share needs and aspirations, and experience similar conditions. Units of identity are potential units of solution if the members of that unit of identity work together in collective problem solving. Given the assumption that the VHWs will work within their units of identity, it was crucial to determine what those units were and how often, if at all, they had previously worked together as units of solution.
Determining Urban neighborhoods with a higher population density and less residential stability may have multiple social networks with little overlap and a less consistent match between geographic areas and social networks. This would increase the risk that some neighborhood members will slip through the social safety net. To aid in determining the complexity of these urban networks and the potential units of identity within this area, we sought input from the steering committee and, in addition, conducted key informant interviews (four individual interviews and a focus group interview with five individuals) with community residents. Questions from the literature on community diagnosis57'58 and neighborhood assessments were included (e.g., respondents' conceptualizations and perceived boundaries of their community, functions of their community, strengths and problems in their community, helping patterns, and history of communal activities, etc.). (Figure 1 ), but it identified the specific items relevant to women and children living on the east side.
The steering committee generated a list of 49 different stressors and 25 conditioning variables (see Table 2 ). Many of these stressors are not unique to women raising children (e.g., worries about money), nor are they unique to urban residents (e.g., problems with health care or access to health care). However, their particular manifestations may differ between rural and urban communities, as well as between and within urban communities. For example, one of the stressors identified by the steering committee was that of "knowing that east-side neighborhoods have more environmental problems than affluent neighborhoods." It has been well documented that urban and rural communities with a high proportion of low-income residents and residents of color are more likely to experience exposure to toxic dumping or other environmental hazards.59 60 However, the particular forms of risk exposure may exhibit urban/rural differences and may vary in different urban communities. For example, southwest Detroit has a concentration of industries situated in the midst of densely populated residential communities located on the shores of the Detroit River, where particulate matter is released into the air constantly and effluent is dumped on a regular basis into the Detroit River.61 On Detroit's east side, the exodus of residents over the past decades has led to an increase in abandoned houses.
Those houses left standing have become sources of crime and fire.48 Thus, the category of environmental contaminants may contain many different manifestations of increased risk exposure for both rural and urban communities of color.
Identified stressors associated with food and housing also have uniquely urban attributes. Inner-city residents often pay more than suburban residents for food and items such as housing. As Fainstein and colleagues52 note, Higher rents, escalating insurance rates, loss due to theft, inadequate city services, and local "monopolies" led neighborhood merchants and national chain stores operating in the urban core (of Detroit) to charge higher prices for lower quality goods. Inner-city residents were the least mobile of the metropolitan population and least able to take advantage of shopping alternatives. So the highest prices were paid by those least able to afford them. (p. 95)
The identified stressor of loss of loved ones due to violence or sickness also may occur differently in urban areas. A recent study comparing mortality among African American and white adults in low-income rural and urban communities in the United States found that African American adults living in Detroit had among the highest risk of death at all ages when compared to the other communities included in the study.62 The high mortality rates among young adults in Detroit reflect the multiple stressors experienced by African Americans living in this particular urban community and suggest that these stressors differ somewhat from those experienced by African Americans living in other urban and rural communities. Furthermore, as the steering committee suggests, these high mortality rates may also contribute to the stress experienced by those who survive the loss of their loved ones. Included among the conditioning variables (or "what keeps the stressors from being so bad") listed by the steering committee were spirituality and church or mosque membership. Furthermore, steering committee members noted that having family and friends to whom they could turn for support helped to mediate the effects of stressors. Finally, members of the steering committee indicated that the belief that one could work to Based on experience and the literature on the lay health advisor model,' the staff and steering committee expected attrition in LHAs over time. They decided to recruit and train 50 community members as VHWs, with the intent of retaining 30 active VHWs. The community health coordinator and assistant community health coordinator visited east-side agencies identified as resource and referral agencies for the VHWs to inform them of the project and to ask for names of persons they considered to be natural helpers in the communities they served. In similar programs in rural areas, the identification of natural helpers often follows a reputational method'4'53 in which those persons whose names are mentioned most frequently are invited, based on their reputation, to become involved in the program as a lay health advisor. To assist agencies and groups in identifying potential VHWs in their communities, a list titled "Things to Look for in Selecting VHWs" was distributed by the staff. This list noted that a VHW must be someone who others already turn to for advice about women's and children's health issues, is caring and has an interest in helping others, is active in and committed to his or her community, is trustworthy and respects confidentiality, is a good listener, and whose name is mentioned when community people are asked, "Who do people in this community or neighborhood go to when they need help?"
Our experience using the reputational method to recruit VHWs on the east side of Detroit differed somewhat from descriptions of this process in rural communities. The groups and agencies contacted had no difficulty in providing names, but few of the names provided appeared on multiple lists. This may be an artifact of the process that, due to time constraints, focused more on contacting service agencies and community-based organizations and less on talking with community residents who were active in block clubs and other activities. It is possible that if the process had extended beyond the level of organizational representatives, the same names of lay helpers would have emerged on multiple lists. The community health coordinator has also suggested, based on her many years ofcommunity organizing in Detroit, that the reputational process worked differently due to the urban environments' multiple social networks that do not necessarily have overlapping membership. Thus, despite the close geographic proximity, organizations may interact with different subgroups of the population that have little overlap and may not have shared knowledge of the same natural helpers working in the common area they serve.
Whatever the reason, few names appeared on multiple lists at the end of the process of gathering names. As a result, the reputational method was modified so that individuals whose names were mentioned just once were invited to participate in the VHW training. In all, 31 persons attended at least one session of the VHW training, and 23 completed the training. The experience to date suggests that those who completed the VHW training are indeed active in community organizations and appear to be actively engaged in their social networks. nized that the social networks of residents would likely extend beyond the defined boundaries of the intervention area. As work with neighborhood residents has proceeded, these multiple layers of "community" have become even more apparent. For example, the apparent "east side-west side dichotomy" may be more complex as a number of "cross-over" networks from east to west have been discovered (e.g., west-side residents who attend church and have strong networks on the east side, and vice versa). Given the role of the African American church, this suggests that our focus on a defined geographic area may exclude some important mediating structures66'67 that are important sources of support for the target population. However, in our key informant interviews, respondents described strong relationships at the neighborhood level, suggesting that the neighborhood is also a viable mediating structure. These results reinforce the importance of conducting a community diagnosis to obtain a better understanding of the units of identity and a sense of community that exist within urban neighborhoods.57 '58 Value of Participatory Action Research Approach
DESCRIPTION OF TRAINING
The use of a community-based PAR approach helped to tailor the intervention to the needs, values, and context of the local community and fostered ownership and control of the process by the participants themselves. This sense of ownership and control increases the likelihood that the intervention will be sustained beyond the initial project period. Through the steering committee partnership, a conceptual model ofthe stress process was developed; the intervention focus and methods were jointly identified; a questionnaire and the procedures to administer it were developed; 23 VHWs were identified, recruited, and trained; and the task ofjointly identifying all anticipated outcomes of this project is being conducted. While there are a number of challenges in using a PAR approach (see, e.g., Israel et al. 30'68) However, as the description of the history and context of Detroit suggests, there are also many dynamics specific to Detroit's particular social and political history that shape the pattern of response to these global trends. For example, the history of a strong labor union movement, block-level community organizing, and community relations with the police department combine to create the specific political and social context on which the VHW intervention can build.
The history of a community offers essential information to health educators, allowing them to tailor interventions to fit community characteristics and dynamics-characteristics that may change from neighborhood to neighborhood. Partnerships that involve community members who understand that context and history are invaluable in guiding the development of interventions in urban neighborhoods.
CONCLUSION
This article describes and analyzes a lay health advisor intervention, with a particular focus on the urban context and setting in which the intervention takes place. The results to date of this case study suggest the value of using a participatory action research approach and employing community-based research principles in the planning, implementation, and evaluation of this intervention.
The results to date also suggest that while there are similarities between Detroit and rural areas in which lay health advisor interventions have been implemented, as well as similarities between Detroit and other urban areas, there are also unique features of Detroit that are relevant to the VHW intervention. These findings strongly suggest that an "urban" situation is much more than a variable to be "controlled for" in health education research and evaluation, and the impact of living in an "urban situation" should be more fully considered as an independent variable when studying the health status of urban dwellers. Health education practitioners, researchers, and teachers are urged to continue to contribute to the knowledge and practice base of health in urban areas. Given the growing proportion of people in the world living in urban areas, further knowledge of the effects of urban life on health is of particular importance.
